ABSTRACT
pharmacist cannot legitimately claim universal exemption from providing a standard service, even if that service is available elsewhere.
INTRODUCTION
As the new regulatory body for pharmacy, the General Pharmaceutical Council (GPhC) plans to review the conscience clause, 1 which has historically focused on medicines for the control of fertility and conception or termination of pregnancy. 2 In this paper I consider the possible justifications for a conscience clause with a view to suggesting alternative guidelines for practice. Conscience controversial. 6 Debate about EHC in academic literature and in the UK media has focused on the morality of its use, the morality of its supply, and whether pharmacists should be able to refuse to supply on moral or religious grounds. The fundamental objection to the supply of EHC is widely taken to be to the prevention of pregnancy and/or the termination of pregnancy, 7 though there can be other complex reasons for refusal. In a study carried out by Cooper et al., reasons for refusal included discomfort at being used by the government to reduce rates of teenage pregnancy, and concern that growing young women would be exposed to large doses of hormones. 8 The conscience clause of the GPhC's Guidance offers a compromise, which is that the profession provides the services it offers, while also allowing individual professionals to refuse to make the supply themselves. In this paper I examine the key arguments for having a conscience clause and the key arguments against it. I consider current policy in the pharmacy profession in Great Britain. I argue that the Ethical Standards and Guidance should be altered to state explicitly that the refusal should not put unreasonable burden on the patient, 9 and should be changed to prohibit principled blanket refusals. I also argue that conscientious refusals should be based on the core values of the profession, though I accept it may be difficult to translate this into policy.
The first substantive part of the paper is an assessment of the key over-arching values behind conscience clauses, with an examination of moral distress and the relationship between conscience, integrity, Fam Plann Reprod Health Care 2008; 34; 1; 47-50. 9 Presently the Guidance states, as one of the points for pharmacists to consider before accepting employment, that pharmacists must make the patient their first concern. However, when the pharmacist's moral or religious beliefs are in competition with fulfilling the patient's needs, the pharmacist may appeal to the conscience clause. The implication of this is that the patient's needs are not always the most important aspect to consider. moral agency and doing the right thing. In the second substantive section I look more closely at integrity within a professional context, with the claim that the only legitimate conscientious objection is one that is based on the core values of the profession.
The third substantive section is a discussion of how these conclusions could be used to inform policy. I will agree with Brock in accepting the incompatibility thesis as applied to individual professionals, but rejecting it as applied to the profession as a whole.
I also come to broad agreement with Brock's 'conventional compromise' 10 model of a conscience clause. I and add to this the ideal condition that conscientious refusals are only acceptable if they are based on the core values of the profession. I then argue that categorical conscientious refusals are not acceptable, even if the service could be provided by another pharmacist, since the conditions of the compromise demand that pharmacists make assessments on a case-by-case basis. These conclusions differ slightly from current policy in pharmacy practice in Great Britain. The arguments presented here may be applicable to other professions, but the specific claims I make which apply to policy have been considered in the context of pharmacy practice.
WHY SHOULD WE ALLOW CONSCIENTIOUS REFUSALS?
Broadly speaking, arguments in favour of conscience clauses are about: i) protecting an individual from moral anguish; ii) protecting moral integrity; and/or iii) accommodating a variety of views and beliefs. I will return to the last point in the second substantive section when discussing the core values of the profession. In this section I will pay attention to the first two points: protecting an individual from moral anguish and protecting moral integrity.
Moral anguish
It may be argued that conscientious refusals should be allowed because it would be harmful to force someone into moral distress (caused by acting against one's conscience). One only needs to imagine being asked to do something one strongly disagrees with to appreciate the emotional force of conscience and integrity. 
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Moral anguish is a type of anguish; it differs from other types of anguish in that it is a reaction to the moral wrongs or harms of a situation. In this particular context, it is caused by a (perceived) violation of integrity. What causes us concern about moral anguish is, I suggest, not the anguish itself, but the origin or cause of that anguish.
Further, allowing a conscientious refusal only to avoid extreme moral anguish will frustrate the conscientious objector, who wants her view to be respected for the position it is, rather than be protected from distress. After all, she sincerely believes she is doing the right thing. This is exemplified when professionals are criticised for taking advantage of the availability of the conscience clause to avoid procedures they find merely unpleasant rather than morally objectionable. 18 In addition, while distress, anguish and other harms are in themselves negative and should be avoided wherever possible and reasonable, the onus rests with the defender of the conscientious refusal to show why moral anguish felt by a professional is enough to override the patient's rights or interests when this is one of the core It is worth recognising the moral anguish that can be caused by acting against one's conscience, and it is also worth minimising this kind of harm to professionals wherever reasonable and possible, but the existence of a conscience clause cannot be justified by this alone. Distress of the professional is not the crucial factor; it is conscience and integrity themselves that are of real concern.
Conscience
For the purposes of this paper I shall assume Curran's definition:
conscience is "the judgement about the morality of an act to be done or omitted or already done or omitted by the person". 20 Conscience is usually thought to be closely related to integrity, though tensions between them can exist. 21 For this discussion I take conscience to be the judgement about the morality of the act and, roughly speaking but 19 Arguably, respecting a professional's conscience may be a core value of the profession given the existence of the conscience clause. I shall not assume it is a core value, since this is the very thing whose justification I have set out to determine. virtues is unlikely to be utterly immoral. On this account integrity may be understood as a virtue that keeps in check the balance of other virtues. Thus, having the characteristic of integrity does not guarantee a person will do the right thing, but it is more likely. Cox, La Caze and Lavine put forward this view: "A person of moral integrity cannot be a moral monster … because attributions of integrity, being attributions of an important virtue, presuppose a certain moral success; the qualities that make for a character of integrity only constitute integrity when they succeed in making a person, with some degree of latitude, a good person." 26 So integrity is not sufficient for moral action, and in fact it may sometimes lead to wrong action. Neither is integrity necessary for a morally desirable outcome (a person can act against her integrity and in doing so happen to bring about a good outcome). In the case of the supply EHC, for example, a pharmacist may act against her integrity and supply EHC because she would like to please her boss, even though she mistakenly believes the act of supplying EHC is wrong. Or a pharmacist may act with integrity when she refuses to supply EHC, but she may be mistaken in thinking that her refusal is morally right.
It is sometimes thought that it would be wrong to pressurise someone to act against her integrity, even in cases in which acting with integrity may lead to wrongdoing or an undesirable outcome. 27 If pressurising someone to act against her integrity is wrong, then potentially in this case there are two wrong actions from which to choose the lesser of two evils: pressurising someone to act against her conscience, or letting her do the wrong thing. Using the example of the supply of EHC, there might be a choice between two sets of circumstances. In one version of events, the pharmacist might deny the patient's welfare needs, her right to access certain healthcare, and her right to make an autonomous decision. In another version, the profession might put pressure on the professional to act against her conscience. If integrity is not necessary for moral action, then pressurising someone to act against her integrity to bring about the best outcome could only be wrong if integrity should be valued for some other reason. Such reasons may be that we ought to respect a person's viewpoint and moral reasoning, or that independence of moral deliberation is valuable and should be honoured rather than repressed.
When one of the features of a profession is that it is made up of moral agents, integrity is a valuable quality. All things being equal, it is worth respecting because it is a feature of moral agency and in general should be encouraged because of its instrumental role in doing good. But, as discussed earlier, an agent may be mistaken, therefore she may not always perform good acts, and for that reason limitations must be set. It seems to me that it would be very demanding, and ultimately unconvincing, to claim that respecting someone's moral reasoning or giving sanctity to independence could be so valuable that to force someone to commit an act she thought was wrong would always be worse than allowing a different morally wrong action to occur. Moreover, individual moral agency is not the only relevant moral consideration. There is something special about acting with integrity in the professional setting. In this context, there is a set of professional duties, and the individual is not just a moral agent, but an agent of the profession. There is also a reasonable expectation that the individual upholds and endorses the values of the profession to which she belongs.
INTEGRITY IN A PROFESSIONAL CONTEXT
A profession can adopt a number of positions in relation to conscientious objections. It can i) deny the right to conscientious refusals, calling for all professionals to behave in a prescribed way; ii) allow conscientious refusals of any standard practice on the basis of any religious or moral grounds; iii) accept conscientious refusals for a selection of practices, and/or on the grounds of certain values. In this section, I propose that the pharmacy profession moves away from its current approach, which is to allow conscientious refusals of any Because the GPhC's conscience clause can be invoked for any moral or religious reason, pharmacists are allowed to deviate from the core values of the profession whenever they judge that their moral or religious beliefs prevent them from providing a service. In this way an individual's personal values are to some extent given preference over the profession's values. This to me is one of the most puzzling aspects of the way the conscience clause is designed and used. It strikes me it is contradictory for the profession to collectively agree its norms and values and then permit an individual to act in a way that is contrary to those values. It seems straightforward that a profession could not claim to hold core value V and simultaneously state that it was acceptable for individuals to directly contradict core value V, since the profession would lose that value as part of its identity. If a professional does not want to carry out a certain service, she must surely have to give a good account of her reasons for this, and these reasons must be acceptable to the profession. For a pharmacist to conscientiously refuse to provide a service on the grounds of values that oppose the core values of the profession would be contrary to the profession and as such, for consistency, would require resignation or a move to another area of pharmacy that did not include providing this service.
In preparation for the formation of the GPhC, there was a consultation about ethical standards among the pharmacy profession. 31 There was some opposition to the GPhC's intention to include the conscience clause on the grounds that it contravened the 31 General Pharmaceutical Council. op. cit. note 1.
RPSBG's Code of Ethics principles, "Make the care of patients your first concern" and the guidance, "Consider and act in the best interests of individual patients and the public" and, "Make sure your views about a person's lifestyle, beliefs, race, gender, age, sexuality, disability or other perceived status do not prejudice their treatment or care." 32 Presumably the concern was that personal integrity was being placed above professional obligations and ethical principles, or that the values of an individual professional were being placed above those endorsed by the profession. When an individual claims to make a conscientious refusal, she may a) have non-conscience related objection (e.g. she finds the task unpleasant); b) judge that performing the action would be a violation of a personally held value that is very important to her, but that lies outside the values of the profession; or c) judge that performing the action would be a violation of a personally held value that is very important to her, and that the act she is expected to carry out would not in fact satisfy the core clarifications of how a value should be interpreted or applied. We can however expect to see more rapid changes to technology and services, and it is not unlikely that new services may come up against some pharmacists previously unchallenged personal values.
Before EHC was available over the counter, pharmacists could hold certain values and provide all services. Some may now find that although the profession has not changed its core values, the introduction of the new service conflicts with their own values and beliefs. This conflict could take either of the two forms outlined previously: b) the individual judges that supplying EHC would be to violate a personal value that is very important to her, but this value lies outside those of the profession; c) the pharmacist judges that to supply EHC would not in fact satisfy the core values of the profession in the way in which the profession claims it does. In the second type of conflict, the pharmacist would be acting professionally if she were to make a conscientious refusal.
Usually, when an individual becomes a professional pharmacist she agrees to the principles of the standards of conduct and ethics. 33 Being a sincere pharmacy professional is more demanding than simply providing services. It requires one to make moral judgements.
Pharmacy practice has evolved into a values-based profession 34 and ethics is a key feature of this. 35 Even so, there may be cases in which 33 The exceptions to this are the pharmacists whose beliefs would prevent them from providing certain services. In such cases they would have to notify the profession of this. To avoid circularity, I shall leave this to one side. It is possible that a pharmacist could believe she was acting within the core values of the profession, but interpret those values differently to others. This may be the case in some instances of refusal to supply EHC. Suppose for example one pharmacist, George, believes the soul is created when life begins, which, he believes, is when egg and sperm unite to become the two-celled zygote. George understands that EHC is not an abortifacient, and he is correct in his belief that the use of EHC could destroy a zygote.
George believes all humans that are presented to him at his pharmacy are his patients. Subsequently, George believes both the woman and the zygote are his patients. George shares the core values of the profession. Let us suppose one of the core values of the profession is that the patient's interests are of great importance.
Suppose another pharmacist, Luke, also believes that souls exist, but believes that the soul does not come into existence until after birth when a human develops the faculties of autonomy and sentience.
Luke also understands that EHC is not an abortifacient. Luke shares the core values of the profession, and believes he is only presented with one patient when a pregnant woman enters his pharmacy, and that she, as his patient, is his main concern.
Leaving to one side arguments about the woman's right to choose, and the interests of the pregnant woman, George has a conscientious objection to supplying EHC. Luke has no such objection. The only differences in their positions are their beliefs about the moral and ontological status of the united egg and sperm cells. George and Luke have arrived at two different decisions about what should be done, and both claim to be able to justify their decisions on the grounds of the core values of the profession. The origins of some positions will be met with more understanding than others, and I suspect the more familiar belief systems (recognised religions, for example) would be met with greater understanding than the less well-known, some of which may be classed as eccentric, or mistaken. Imagine George is asked to justify his position to his peers.
I suggest a sensible assessment of whether this was an acceptable use of the conscience clause would consider what George understood the core values to be, how he came to decide that supplying EHC would contravene those values, and whether his position was held sincerely. George's peers may conclude his position is valid, they may even re-consider the profession's stance on supplying EHC. Alternatively, they may decide that George's fundamental beliefs are so out of kilter with the scientific basis upon which pharmacy rests that he is mistaken and that this has led to a misapplication of the core values. Now suppose that, in a slight variation, George does not believe the zygote is his patient, but he does believe that destroying a soul is a mortal sin, and that for that reason he thinks it is not in the woman's best interests to take EHC, and so he refuses to make the supply. In such a case I would doubt whether this interpretation of 'best interests' would match the profession's understanding of the concept, or what are regarded as relevant considerations in assessing best interests. As such, George would not be acting in accordance with the core values of the profession, and so his conscientious refusal should be invalid.
Suppose George does not think the zygote is his patient, and neither does he think the woman should herself be prevented from taking EHC, but he does not want to supply EHC to her because he does not want to participate in the destruction of a soul. Let us also assume it would be in the patient's best interests to take EHC. This is perhaps the most realistic version of this scenario. In such a case, 
The conventional compromise
The conscience clause of the GPhC's Guidance and Ethical Standards offers a compromise, which is that the profession provides the services it is obliged to provide while also allowing individual professionals to refuse to make the supply themselves. A similar model of a compromise has been proposed by Brock, and is termed the 'conventional compromise.' It has three components: 1) the professional informs the patient about the relevant service or treatment; 2) the professional refers the patient to someone who can provide that service or treatment; 3) the referral does not put unreasonable burden on the patient. 38 The term 'unreasonable burden' is vague but its assessment might include consideration of financial or psychological burdens and inconveniences. The availability of a service or treatment is relative to the patient and her circumstances, so that someone who was, for example, without transport or in distress and vulnerable, may be considered unable to easily access the treatment from an alternative source. Such considerations and qualifications require further exploration elsewhere.
Incompatibility thesis 38 
Ibid.
Critics of conscientious refusals sometimes claim the incompatibility thesis, which is that to refuse to supply a treatment or service promised by the professional body is to fail to meet one's professional obligations. 39 The incompatibility thesis can be broken down into the obligations of the professional body and the obligations of the individual professional. The incompatibility thesis applies to the profession as a whole since it carries an obligation to supply EHC, and it would be failing as a profession if EHC was not actually available to patients. The incompatibility thesis does not apply to individuals, since in refusing to supply EHC and directing the patient elsewhere, that individual pharmacist has not prevented the profession from fulfilling the obligation to supply EHC. 40 Under the conditions of the conventional compromise, the pharmacist would have to redirect the patient to a compliant pharmacist who was reasonably accessible to that patient.
Moral responsibility
Conscience clauses may be criticised for failing in their primary aim, which is to allow the professional to have a clear conscience. 41 One of the ways in which a conscience clause is usually thought to 39 Savulescu., op. cit. note 15. preserve integrity is in allowing the individual to distance herself from wrongdoing and have a clear conscience that, whatever supposedly immoral action eventually occurs, she is not responsible for it.
However, under current guidelines, the objecting pharmacist cannot evade participation entirely, given that the profession adopts a policy that conscientiously objecting pharmacists are obliged to direct the patient to another source of EHC. Re-directing a patient to another pharmacist who is prepared to supply EHC is to be complicit to some extent in making the supply. If acting with integrity requires not participating in wrongdoing (at the least as perceived by the individual pharmacist), then it looks like the GPhC guidelines fall short of protecting integrity.
Take for example Sarah, a pharmacist who refuses supply of EHC but directs the patient to another pharmacist who makes the supply.
Sarah's actions are not sufficient for the patient to take EHC (i.e. redirecting does not guarantee that EHC will eventually be taken, and other agents are necessarily involved), but her involvement was necessary in this particular series of events for the patient to take EHC. As such, Sarah cannot evade responsibility entirely. However, this is not as problematic as it initially appears. First, it may be that doing what is instructed or requested of you, but not what you have singularly decided upon, or that re-directing the patient elsewhere, is to have 'diluted' responsibility for the action. 42 Dilution of responsibility may reduce culpability sufficiently that the pharmacist correctly perceives that she has not committed any wrong-doing, even by her own standards. 43 The second reason for thinking a pharmacist can preserve her integrity when she re-directs the patient is that the conscience clause policy is by its very nature a compromise, which for the pharmacist means a moral compromise. It has been suggested that moral compromise can be compatible with moral integrity because it can be a fulfilment of a deeper level of responsibility, which is to meet commitments to others. 44 Although Sarah believes that to supply EHC is to misapply one of the core values of the profession, she acknowledges that her view is not an established one among her peers. She may think, for example, that supplying EHC is not in the patient's best interests when the principle 'make patients your first concern' is properly understood. She may think it is time for the profession to re-assess its understanding of best interests, and indeed she may voice those views to her peers. However, she recognises that her opinion is in the minority, and she holds a higher value, which is to not stand in the way of patients accessing services the profession has agreed to provide.
Thus for many pharmacists, it is quite possible that re-direction would be a compromise they would and should be content with, since they would have diluted their responsibility without depriving the patient of the service they have a duty to help provide to some extent. It is also worth noting that in the report of the GPhC's consultation, the issue of responsibility did not arise. The only objection to the inclusion of a conscience clause was its incompatibility with the principles of the RPSGB's code of ethics (which are now in the GPhC's Ethical Standards).
In light of the discussion so far I suggest that the current compromise model is sound. I suggest that ideally there would be an additional condition, which is that refusals must be based on the core values of the profession. However, I accept the substantial practical and epistemic problems in identifying, defining and describing these values. In the final subsection I will show that it follows that pharmacists cannot legitimately claim a blanket refusal to provide a service, even if that service is easily available elsewhere.
Against categorical refusals
Discussions surrounding whether and how a conscientious objection should feature in the ethical standards of the GPhC has included the suggestion that pharmacists should display a notice in their pharmacies. 45 I am working on the presumption that the suggestion is that this notice would inform patients of the pharmacist's objection to supply EHC. The implication of this would be that a pharmacist could make a categorical refusal. Indeed, there is nothing stated in the current policy to suggest that a pharmacist cannot make a blanket refusal, as long as the pharmacist refers the patient to an alternative source that is accessible within the timeframe required for EHC to be effective. The point I make here is very straightforward but important given the GPhC's deliberations over policy on this issue. My claim is simply that the set of justifiable conditions for a conscientious refusal are circumstantial and, as such, pharmacists should not be permitted to refuse a service or treatment without proper consideration of the circumstances of each case.
Pharmacists who refuse to supply EHC over the counter fall into three categories: those who always supply (provided the standard clinical conditions are met); those who sometimes supply, depending on the situation; and those who never supply. 46 By my argument, categorical refusal is not justified. It is possible that for every case presented to a certain pharmacist, the pharmacist meets each condition of the conventional compromise. By that I mean it is possible that in all cases the pharmacist has an objection, this objection does not contradict the core values of the profession, and the patient can be re-directed to an alternative source without taking on an unreasonable burden. However, it is not necessarily the case that all these conditions will be met. For example, it is not necessarily the case that the patient will be able to find an alternative source of the service without undergoing significant inconvenience or distress.
Given this, it is unjustifiable for a pharmacist to hold a categorical refusal with no capacity to accommodate situations in which a patient would be unreasonably burdened by the refusal, or would for some reason be unable to easily access the service elsewhere.
CONCLUSIONS
Pharmacy as a profession holds a set of obligations towards its patients. The professional body must ensure that the individuals making up the profession fulfil those obligations wherever possible, and that the profession as a whole fulfils its obligations. In a valuesbased profession, moral integrity is of great importance; it can be instrumental in bringing about good action and it is precious to the moral agent. For these reasons, integrity should be protected by a conscience clause where reasonable. Current policy for pharmacy The GPhC's policy states the patient must be the pharmacist's first concern, but it is not clear what this means. I would suggest that when the policy is reviewed by the profession the GPhC considers stating explicitly that patients should not be put under unreasonable burden by a conscientious refusal. I have also made the case that categorical refusals by pharmacists are not acceptable. There may well be circumstances in which a refusal would cause unreasonable burden on the patient, so each request for EHC should be assessed on a case-by-case basis.
